DISCUSSION.
Mr. A. J. M. WRIGHT suggested that the nevus should be left alone; he considered the glandular condition was due to enlarged tonsils.
Sir WILLIAM MILLIGAN said he considered the naevus in this case was a very insignificant matter. If treatment were required for it-he did not think it waselectrolysis should be used. With regard to an operation on the tonsils, he would first like a detailed statement of the blood examination. There was a paleness in the throat and tonsil of this patient which made him think it might be only an accompaniment of a general blood change. If the white cell count was apparently normal, he saw no objection to removing the tonsils in the ordinary way.
Dr. JOBSON HORNE asked whether this was not a suitable case for London paste. He would not urge enucleation of the tonsil in this case, for the stretching and tearing of an enucleation might aggravate the condition of the nevus. But sufficient could be punched out to give the patient comfort. After that, with attention to health and the general condition, the tonsils might subside without any other treatment. It was important to investigate the blood, and to inquire as to hemophilia Dr. W. HILL agreed that London paste might be tried in this instance. There was an instrument, that of La Force, by which the tonsil was enucleated by a blunt blade, and there was an arrangement for tying a surgical pedicle, with no blood-vessels exposed. He had a case in which the coagulation time was fifteen minutes.
Dr. GILHESPY said he thought this was a case for dissection. The heemorrhage could be controlled much better than with the guillotine.
Dr. LOWRY replied that she proposed to send the patient into the country for six months; she would then show him again. He had a very large leucocytosis, more than double the normal. There was no lymphocytosis. The red cells were over 5,000,000, the white cells over 21,000.
A Case of Frontal Sinus Empyema with an unusual position for a Fistula.
By ELEANOR LOWRY, M.B., B.S. MRS. C., aged 64. The patient was first seen on September 1, 1920. She had a fistula high up on the forehead slightly to the right of the mid-line. Six months before, she had severe pain in the frontal region and a swelling which opened, leaving this fistula, from which pus had discharged ever since.
On examination, a probe only entered for i in., going slightly towards the left. No pus could be found in the nose. Skiagrams showed only thickening of the bone, with indefinite outline of the sinuses. The Wassermann reaction was negative.
On operation, the fistula was found to communicate with the left frontal sinus, which was large and extended almost to a line perpendicular to the external angle of the eye. This sinus was filled with pus.
The wound was treated with B.I.P.P. and drained from the external angle. The wound was bealed, and the patient left the hospital within a fortnight. She has had no further trouble. Section of Laryngology 19 DISCUSSION.
Mr. T. B. LAYTON congratulated Dr. Lowry on the result, and especially on the extreme neatness of the scar. He had had a case with a swelling in the same position, and he had so feared an ugly scar resulting that he made a flap, as suggested by Mlr. Tilley, and with rather disastrous results, for it retracted, and when some tension was put on it, a large piece sloughed. This present case showed that when one had to go into that region, the ordinary incision was not as bad as might be supposed. WVhen a large swelling occurred there, how did the pus get under the skin? He understood that in this case it had come through the anterior wall of the vertical portion of the frontal sinus. In his own case it had not done so, having come through in the usual place, beneath the lacrymal duct, then tracking round and forming a swelling. In the case he had spoken of it would not have been necessary to do anything except make the ordinary incision.
Sir WILLIAM MILLIGAN said that the result was very good in respect to the supra-orbital incision. He had only once seen a fistula in this particular situation, and in that case there was a history of syphilis. He thought it resulted from a form of localized septic diploitis, a localized and mild infection, probably staphylococcic, and the fistula resulted from a localized abscess. In a paper on the frontal sinus operation by Sir Alexander Ogston, in 1884, the vertical incision was the one recommended, and he agreed with Mr. Layton that this incision gave surprisingly little deformity if it healed well. In his (the speaker's) early days he invariably operated in the middle line, and when there was bilateral frontal sinusitis it gave a very good approach. Was there a history of syphilis in this case ?
Dr. GILHESPY mentioned a recent case in which there was a large swelling over the forehead, and when pressure was made on the head, pus came out of the nose. He (Dr. Gilhespy) made a vertical incision over the swelling and another under the eyebrow, and found the anterior wall over the frontal sinus eroded over an area equal to that of a shilling. This would have been a similar case if it had not been operated upon.
Dr. LowRY replied that the Wassermann reaction was negative; in spite of that, however, she gave iodide of potassium for two or three weeks, bult the patient became worse.
